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N 000 Initial Comments N 000
Complaint investigation for #49809, #5(5|'(')'||?11
#50100, #50287 and Facility Reported Incidéent
(FRI) #2019118105348 was completed on i
1/21/2020 to 1/22/2020 at Glen Oaks Health and
Rehabilitation. No deficiencies were cited related
to the complaint investigation under Chapter
1200-8-6, Standards for Nursing Homes.
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